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Clinimetrics
Dizziness Handicap Inventory (DHI)
Description
The Dizziness Handicap Inventory (DHI) was developed to 
measure the self-perceived level of handicap associated with 
the symptom of dizziness (Jacobson and Newman 1990). 
The DHI has 25 items with 3 response levels, sub-grouped 
into three domains: functional, emotional, and physical. A 
shortened version, the Dizziness Handicap Inventory short 
form (DHIsf), reduced to 13 items with 2 response levels, 
has been shown to compare favourably to the original 
version (Tesio et al 1999).
Instructions to the client and scoring: The questionnaires 
take only 5–10 minutes to complete and score, and require 
no special training to administer. For the DHI, respondents 
choose one of three statements that most applies to them in 
each section. The first statement is scored 0, the second is 
scored 2, and the third is scored 4. The sum of the scores is 
the total score. Possible score ranges are 0–100; a higher 
score indicates worse handicap. Subscores for each of the 
three domains can also be calculated. Whitney et al (2004) 
propose that a total score of 0–30 indicates mild, 31–60 
moderate, and 61–100 severe handicap, and that scores 
relate well to levels of functional balance impairment.
In contrast to the DHI, the DHIsf (Tesio et al 1999) is scored 
in the opposite direction. Respondents choose between 2 
statements, the first is scored 1 and the second is scored 0, 
with a possible maximum score of 13, where 13 indicates 
no dizziness handicap and 0 maximum handicap.
Reliability, validity and sensitivity to change: Test-retest 
reliability (r = 0.92 to 0.97) and internal consistency (α = 
0.72 to 0.89) has been demonstrated to be high with both the 
DHI and DHIsf. There is evidence to support the construct 
validity of the DHI and DHIsf and the instrument has been 
able to detect statistically significant change over time in 
group data. The DHI also has minimal floor and ceiling 
effects (Enloe and Shields 1997).
Commentary
The dizziness handicap inventory provides a useful, reliable 
and valid measure of self-perceived handicap associated 
with dizziness. It has been used predominantly in patients 
with peripheral and central vestibular pathology, but has 
also been used to evaluate subjective dizziness impairment 
in subjects with traumatic brain injury (Kaufman et al 
2005) persistent whiplash-associated disorders (Treleaven 
et al 2005), and major anxiety disorders (Stabb et al 2004), 
and in the elderly (Whitney et al 1999). The DHI has been 
demonstrated to be sensitive to change with interventions 
(Enloe and Shields 1997, Badke et al 2005) and correlates 
well with selected functional measures of gait (Whitney et 
al 2004). Significant correlations between specific objective 
measures of balance and DHI scores have also been 
demonstrated (Kaufman et al 2005, Whitney et al 2004, 
Treleaven et al 2005).
The DHI may be suitable to predict postoperative dizziness 
in patients with acoustic neuroma (Perex et al 2001). 
Recently it has also been suggested that a 5-point subscale 
identified from existing items of the DHI may be useful 
in identifying patients with benign paroxysmal positional 
vertigo (Whitney et al 2005).
In summary, the DHI is a reliable, comprehensively validated 
and clinically useful tool to measure self-perceived handicap 
associated with the symptom of dizziness from a variety of 
causes. Clinicians may use the DHI or DHIsf to evaluate 
dizziness handicap as well as to demonstrate functional 
outcomes in patients with dizziness following interventions. 
A change of at least 10% in the score would be clinically 
relevant.
Julia Treleaven
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